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Abstract Self-rated health reflects a person’s integrated
perception of health, including its biological, psycho-
logical, and social dimensions. It is a predictor of morbidity
and mortality. To assess the current status of self-rated
health and associated factors in the Kingdom of Saudi
Arabia, we analyzed data from the Saudi Health Interview
Survey. We conducted a large national survey of
adults aged 15 years or older. A total of 10,735 par-
ticipants completed a standardized health questionnaire.
Respondents rated their health with a five-point scale.
Data on socio-demographic characteristics, chronic dis-
eases, health-related habits and behaviors, and anthropo-
metric measurements were collected. Associated factors
of self-rated health were analyzed using a backward
elimination multivariate logistic regression model. More
than 77 % of respondents rated their health as excellent/
very good. Female sex [odds ratio (OR) 1.52, 95 % con-
fidence interval (CI) 1.24-1.88], decades of age (OR 1.35,
95 % CI 1.25-1.46), diagnosed diabetes mellitus (OR 1.54,
95 % CI 1.22-1.93), diagnosed hypercholesterolemia (OR
1.37, 95 % CI 1.06-1.79), diagnosed hypertension (OR
1.55, 95 % CI 1.22-1.96), number of other diagnosed
chronic diseases (OR 1.69, 95 % CI 1.41-2.03), limited
vigorous activity (OR 3.59, 95 % CI 2.84-4.53), need for
special equipment (OR 2.62, 95 % CI 1.96-3.51), and
more than 3 h of daily television/computer screen time
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(OR 1.59, 95 % CI1.11-2.29) were positively associated
with poor/fair health. Smoking, obesity, and physical in-
activity were not associated with self-reported health. We
found that preventable risk factors are not associated with
Saudis’ self-rated health. This optimistic perception of
health poses a challenge for preventive interventions in the
Kingdom and calls for campaigns to educate the public
about the harm of unhealthy behaviors.

Keywords Health status - Self-rated health - Subjective
health - Perceived health - Saudi Arabia

Introduction

Populations’ health are measured by mortality and mor-
bidity indicators as well as combined measures such as
disability-adjusted life years (DALYs). [I, 2] Another
measure is the use of health services, as it quantifies how a
population responds to its health conditions. There is a
growing public health and medical interest in assessing
health status subjectively from individuals’ point of view.
[2] Some researchers suggest that self-rated health status
might be a suitable proxy for more objective measures of
health in epidemiological studies. [3] Other studies con-
cludes that ignoring self-rated health status will bias find-
ings due to the complex interactions between physical,
emotional, and social conditions in etiology of disease [2].
In fact, self-rated health status is often used by health
professionals in the process of care for monitoring and
improving health [4].

Self-rated health reflects a person’s integrated perception
of health, including its biological, psychological, and social
dimensions that are not necessarily accessible to external
observers. Subjective health, perceived health, and self-rated
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health are usually used interchangeably in health literature.
Self-rated health is measured by different tools. Many re-
searchers prefer using a simple single item question for
rating health on an ordinal scale, while others prefer
validated questionnaires on quality of life, health-related
quality of life, or functional status. [5, 6] Sometimes re-
searchers use more specified tools, such as the Nottingham
Health Profile for measuring subjective health. [2]

Several studies have documented strong and robust as-
sociation between levels of subjective health with morbidity
and mortality, even after adjusting numerous relevant co-
variates. Also, self-rated health is associated with health
service use, such as number of outpatient visits. [7, 8]

Idler and Benyamini in a review article showed that self-
rated health is an independent predictor of mortality despite
the inclusion of specific health status indicators and other
covariates that predict mortality. [8] Kaplan et al. [3]
showed strong age-adjusted associations between level of
self-rated health and incidence of myocardial infarction, as
well as cardiovascular and all-cause mortality.

Although there are several reports on the status of
common diseases and risk factors in Saudi Arabia [9], we
did not find any report of self-rated health in the Saudi
general population. Matthews and Nelsen reported self-
rated health in a group of expatriates in Riyadh, which is
not representative of the Saudi population [10].

In order to assess self-rated health and its associated
factors in Saudi adults, we used data from a large nation-
ally representative survey conducted in 2013.

Methods

The Saudi Health Interview Survey was a cross-sectional
national multistage survey of individuals aged 15 years or
older. In the survey, the Kingdom of Saudi Arabia (KSA)
was divided into 13 regions, and each region was divided
into subregions and blocks. All regions were included, and
a probability proportional to size method was used to
randomly select subregions and blocks. Households were
randomly selected from each block. A roster of household
members was conducted, and an adult aged 15 or older was
randomly selected from the household to be surveyed. If
the randomly selected adult was not present, our surveyors
made another appointment to return, up to three times,
before considering the household as a nonresponse. Other
findings of the survey are available elsewhere [11-13].

The Saudi Ministry of Health and its Institutional Review
Board (IRB) approved the study protocol. The University of
Washington IRB deemed the study as IRB exempt, since the
Institute for Health Metrics and Evaluation received de-i-
dentified data for this analysis. All respondents consented
and agreed to participate in the study.

The survey included questions on socio-demographic
characteristics, self-rated health, and a selected list of
chronic conditions and risk factors for health. We measured
self-rated health by asking respondents “In general, would
you say your health is excellent, very good, good, fair, or
poor?” with a per-request explanation about its timeframe
(the past 30 days). For analytical purposes, we generated a
dichotomous variable with either poor/fair self-rated health
vs. excellent/very good/good self-rated health. To assess
changes in self-rated health, respondents were asked,
“Compared with 12 months ago, would you say your
health in general is now better, worse, or about the same?”

Individuals were classified into three groups of never
smokers, former smokers, and current smokers through two
questions: “Have you ever smoked any tobacco products,
such as cigarettes, cigars or pipes, or Shisha?” and “Do
you currently smoke any tobacco products, such as ci-
garettes, cigars, pipes or Shisha?”

We measured weight and height to calculate body mass index
(BMI) as kg/m”. Participants were classified into four groups:
underweight (BMI < 18.5), normal weight (18.5 < BMI < 25),
overweight (25 < BMI < 30), and obese (BMI > 30).

We used the International Physical Activity question-
naire to measure the physical activity in occupational and
recreational settings. The respondents were classified into
four groups: (1) met vigorous physical activity, (2) met
moderate physical activity, (3) insufficient physical activity
to meet vigorous or moderate levels, and (4) no physical
activity [14]. We computed the servings of fruits and
vegetables consumed per day from a detailed dietary
questionnaire as the sum of the average daily servings.

We asked, “In a typical week, how much time do you
usually spend in front of the television or on the comput-
er?” Then we classified individual into three groups: less
than an hour, one to 3 h, or more than 3 h per day.

Respondents were also asked to rate their ability to
perform activities. They were asked for their ability to
perform vigorous activities (“Does your health now limit
you in doing vigorous activities, such as running, lifting
heavy objects, or participating in strenuous sports?”), mild
activities (“During the past 30 days, how difficult was it to
perform any of the following activities: walking a short
distance, standing from a seated position, standing for a
short period of time, climbing one step of stairs?”), their
usual work or house activities (“During the past 30 days,
how difficult was it to perform your work or house ac-
tivities?”), and specific functional abilities (“Are you able
to climb up five steps?”). We also asked whether the re-
spondent require to use special equipment such as cane, a
wheelchair, a special bed, or a special telephone or not.

To assess diagnosed hypertension, diabetes mellitus, and
hypercholesterolemia, respondents were asked separate
questions about whether they have been told by a doctor,
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nurse, or other health professional that they have those
conditions or not. Similarly, the same type of questions
were used to determine previous diagnosis of stroke, my-
ocardial infarction, atrial fibrillation, cardiac arrest, con-
gestive heart failure, chronic obstructive pulmonary
disease, asthma, renal failure, and cancer.

We used a backward elimination multivariate logistic re-
gression model to measure association between the outcome
variables of poor/fair self-rated health and different factors,
including sex, age, marital status, education, smoking, tele-
vision/computer daily screen time, dietary fruit and vegetable
intake, occupational and recreational physical activity, limited
vigorous activity, need for special equipment, sum of diag-
nosed chronic conditions, diagnosed diabetes mellitus, diag-
nosed hypercholesterolemia, and diagnosed hypertension.

Of the 10,735 completed interviews, all had age and sex
data, but we excluded 31 observations due to missing self-
rated health, 310 due to missing limited rigorous activity,
32 due to missing self-reported chronic conditions, 115 due
to missing diagnosed diabetes status, 266 due to missing
diagnosed hypercholesterolemia status, 22 due to missing
diagnosed hypertension, 29 due to missing smoking status,
398 due to missing obesity values, 213 due to missing the
time of physical activity, 67 due to missing need for special
equipment, 212 due to missing fruit and vegetable con-
sumption, 33 due to missing marital status, and 20 due to
missing educational level. In total, 9167 observations were
used in the regression analyses.

Data were weighted to account for the probability of se-
lection and age and sex post stratification based on census
data for age and sex distribution of the Saudi population. We
used Stata 13.1 for windows (StataCorp LP, TX, USA) for
the analyses and to account for the complex sampling design.

Results

A total of 12,000 households were originally contacted,
and 10,735 participants completed the Saudi Health Inter-
view Survey questionnaire between April and June 2013
(response rate: 89.4 %). Characteristics of respondents who
completed the questionnaire are presented in Table 1.

Around half (49.6 %) of Saudi people rated their health
as excellent, 27.5 % as very good, 17.0 % as good, 4.6 %
as fair, and 1.3 % as poor. Around 13.5 % said that their
health is now worse than 12 months ago, while 61.0 %
rated their health as the same and 25.4 % as better.

Figure 1 shows the distribution of self-rated health
states in different regions of Saudi Arabia. The highest
proportion of “excellent or very good” (excellent/very
good) and the lowest proportion of “fair or poor” (poor/-
fair) were seen in Al Jawf, while the highest proportion of
poor/fair and lowest proportion of excellent/very good
were seen in Al Bahah and Tabuk respectively.

Self-rated health was associated with socio-demo-
graphic variables (Table 2). Self-rated poor/fair health was
more common in older people. Among individuals who did
not report any chronic conditions, 4.9 % reported poor/fair
health, while poor/fair health was reported by 16.7 and
44.6 % of those who reported one and two or more chronic
conditions, respectively (Table 3).

In multivariate analyses, older age, female sex, diag-
nosed diabetes mellitus, diagnosed hypercholesterolemia,
diagnosed hypertension, number of diagnosed other
chronic diseases, limited vigorous activity, need for special
equipment, and more than 3 h of daily TV/computer screen
time were associated with poor/fair self-rated health
(Table 3).

Table 1 Socio-demographic

Socio-demographic Categories Total Weighted (%) SE
characteristics of the study characteristics
participants; KSA, 2013
Sex Male 5253 50.6 0.7
Female 5482 49.4 0.7
Age 15-24 years old 2382 40.3 0.7
25-34 years old 2757 21.5 0.5
35-44 years old 2339 15.2 0.4
45-54 years old 1520 12.4 0.4
55-64 years old 862 6.5 0.3
65 years or older 875 4.2 0.2
Marital status Never married 2829 45.7 0.7
Currently married 6976 49.2 0.7
Separated, divorced, or widowed 929 5.1 0.2
Education Primary school or less 3286 26.3 0.6
Elementary or high school 4780 51.9 0.7
College or higher education 2649 21.8 0.5

@ Springer



J Community Health (2015) 40:920-926 923
Fig. 1 Frequency of different Al Bahah I | se— =
stat.es of self—rat‘ed hea.lth in the Tabuk EEEEE— e
regions of Saudi Arabia
Al Hudud ash Shamaliyah e |
Najran I -
‘Asir I ——————— |
Al Qasim I I |
Al Madinah =] n
Ha'il I e
KSA I
Riyadh I—— |
Makkah I .
Jizan I |
Al Sharqia I I
Al Jawf I .
0% 10% 20% 30% 40% SO0% 60% 70% 80% 90% 100%
H Excellent = Verygood mGood  Fair mPoor
Table 2 Self-rated health by age groups in the KSA, 2013
Subgroup  Excellent Very good Good Fair Poor
N % SE N % SE N % SE N % SE N % SE
Age group (years) 15-24 1572 653 1.3 513 224 1.1 230 94 038 42 23 04 20 0.60 0.19
25-34 1537 556 13 793 299 12 345 123 038 55 14 02 21 076 021
35-44 1044 412 13 751 339 13 444 206 1.1 67 34 06 26 095 027
45-54 442 278 1.5 500 331 1.6 422 295 1.5 115 74 09 34 216 054
55-64 152 176 1.8 258 322 22 272 335 22 139 140 15 37 270 0.60
65+ 93 116 15 165 181 1.8 306 37.6 23 240 253 20 69 734 117

Being previously or currently married, having higher
education, and consuming more servings of fruits/vegeta-
bles were associated with better self-rated health. Obesity,
smoking, and physical activity were not significantly as-
sociated with self-reported poor/fair health.

Around 49 % of individuals who reported not being able
to climb five steps rated their health as poor/fair, compared
to 3.3 % among those who did not report difficulty
climbing steps. Around 43 % of individuals who were
unable to perform their usual work or house activities rated
their health as poor/fair, compared to 2.5 % among those
who did not. Moreover, 51.8 % of the individuals who
reported that they were unable to perform mild physical
activities rated their health poor/fair, compared to 2.6 %
among those who did not.

Discussion

Our study is the first reporting self-rated health among
Saudi adults. We found that Saudis in general report that
their health is excellent or very good. We found that poor

health is associated with diagnosed chronic conditions and
disabilities. Saudis have a favorable view of their health,
until they are diagnosed with chronic conditions and need
treatment or special equipment to manage these conditions.
Our study is of great importance, as it reveals that Saudis
do not perceive that risk factors can harm their health and
quality of life.

The lack of association between self-rated health and
other important risk factors such as smoking, obesity, or low
physical activity is puzzling. This may be the reason why
Saudis do not take appropriate action to improve their
health behaviors. Indeed, previous studies showed that such
a perception of risk is required to initiate health behavior
changes. [15, 16] These results pose a major challenge for
health authorities in the Kingdom and call for campaigns to
educate the public about the harm of risky health behaviors.

Previous studies showed that Arabs do not perceive their
health as priority over economy and politics. [17] Unless
there is a debate about health and the benefits of a healthy
lifestyle, Saudis may not see the benefits of behavioral
changes. Such a debate is crucial. The Saudi Ministry of
Health should focus on health education, and programs to
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Table 3 Association of selected demographic, social, behavioral, and health factors with self-rated health in the KSA, 2013

Factors Categories Poor/fair health Adjusted 95 % CI
OR
N* Percent SE

Decades of age NA NA NA 1.35 1.25 1.46

Sex Male (Ref) 359 5.1 0.4 1.00
Female 463 6.5 0.5 1.52 1.24 1.88

Marital status Never married (Ref) 100 3.1 0.4 1.00
Currently married 524 72 0.4 0.58 0.43 0.78
Separated, divorced, or widowed 198 17.0 1.7 0.61 0.41 0.90

Education Primary education or less (Ref) 551 12.6 0.8 1.00
Elementary or high school completed 184 33 0.3 0.72 0.57 0.92
College degree or higher education 87 35 0.6 0.70 0.52 0.93
Number of chronic NA NA NA 1.69 1.41 2.03

conditions diagnosed

Diagnosed diabetes mellitus No 497 4.4 0.3 1.00
Yes 305 19.9 1.5 1.54 1.22 1.93

Diagnosed hypercholesterolemia No 591 4.9 0.3 1.00
Yes 169 17.8 1.8 1.37 1.06 1.79

Diagnosed hypertension No 529 44 0.3 1.00
Yes 274 22.7 1.8 1.55 1.22 1.96

Self-reported limited No 128 2.1 0.3 1.00
vigorous activities Yes 675 126 07 359 284 453

Need for special equipment No 628 5.0 0.3 1.00
Yes 194 40.6 35 2.62 1.96 3.51

Physical activity No activity (Ref) 558 8.9 0.6 1.00
Insufficient 125 4.2 0.5 0.82 0.65 1.04

Moderate 48 3.6 0.8 NA
Vigorous 91 3.1 0.5 1.18 0.91 1.54

Smoking Never smokers (Ref) 690 5.7 0.3 1.00
Former smokers 58 10.9 1.8 1.23 0.83 1.82

Current smokers 74 5.0 0.8 NA

Daily servings of fruits and vegetables 0 servings per day (Ref) 372 7.9 0.6 1.00
1-4 serving(s) per day 402 4.7 0.3 0.56 0.46 0.67
5 servings or more 48 4.9 1.1 0.50 0.34 0.74

Obesity class 18.5-24.9 kg/m2 (Ref) 195 4.2 0.4 1.00
<18.5 kg/m2 29 6.6 1.6 1.43 0.88 2.32
25-29.9 kg/m2 248 5.1 04 0.88 0.69 1.12
30 kg/m2 or more 350 8.0 0.6 0.86 0.68 1.10

TV and computer screen time Less than 1 h per day (Ref) 591 5.9 0.3 1.00
1-3 h per day 100 4.4 0.7 1.21 0.94 1.56
More than 3 h per day 47 43 1.1 1.59 1.11 2.29

? Among the data that are used in the logistic regression analysis

reach and initiate change in the Saudi population are ur-
gently needed. Moreover, such programs should include
community and personal interventions, in addition to na-
tional and regional programs [18].

Our finding of the association of self-rated poor health
with chronic conditions is consistent with most other
studies. Miilunpalo showed that chronic diseases have a
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distinct association with poor self-rated health [7, 19, 20].
When these conditions are diagnosed and individuals are
under treatment, they report poor health [21]. Moreover,
increasing age usually leads to increasing illness, disability,
and poor self-perception of health [20, 22, 23].

In some studies, gender did not correlate with subjective
health, while others showed that it is worse among females [19,
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22, 24]. Poor subjective health in women might be a reflection
of real health problems, different types of chronic conditions
that affect men and women, greater tendency of women to
report health problems, or an employment effect. [5, 22].

Other studies have reported a significant association
between self-rated health and smoking [25, 26]. We did not
see such an association in our study, perhaps due to the
interaction between gender and smoking.

Television watching was not associated with poor self-
rated health in another study. [26] In our study, we found a
positive association between high television and computer
screen time and poor self-perception of health.

Self-rated health might not be completely appropriate for
cross-country comparisons, because of the influence of
cultural and religious factors, health literacy, social norms,
and expectations of the ideal health. In the United States,
18 % of adult individuals rated their health as poor/fair in
2012, compared to 6 % in our sample. Moreover, 51 % of
Americans reported their health as excellent/very good,
compared to 77 % of Saudis. [27] Jiirges reported that self-
rated poor/fair health ranged from 12 to 41 % in 10 Euro-
pean countries in individuals 50 years or older. We found
few reports on self-rated health from the Eastern Mediter-
ranean countries. Most studies were limited to specific age
groups or geographic areas [6, 10, 20, 28-30]. Ratings of
excellent/very good self-rated health ranged from 53 % in
rural Turkey to 70 % in Tehran, Iran [20, 28, 30].

Our study has some limitations. First, our data are cross-
sectional and we cannot assess causality. Second, many of
our behavioral data, such as smoking, physical activity, and
diet, are self-reported and subject to recall and social de-
sirability biases. Finally, we did not collect data on mental
health, social capital, or social support, which are usually
recognized as factors that influence self-rated health. De-
spite these limitations, our study was based on a large
sample size and used a standardized methodology for all its
measures.

Our study found that Saudis have a high perception of
their health, even with a high prevalence of risk factors.
This may be due to the culture and religion of the country
or Saudis’ beliefs being reinforced by similar views of
family members and friends. However, the high prevalence
of risk factors in the Saudi population should call for
programs to educate the public about the harmful nature of
these risk factors and their future impact on health. It is
time to reinforce the importance of a healthy lifestyle in
Saudis to reduce the burden of disease, irrespective of self-
perception of health.

Acknowledgments We would like to thank Katherine Muller at the
Institute for Health Metrics and Evaluation for editing the manuscript.
This study was financially supported by a grant from the Ministry of
Health (MOH) of the Kingdom of Saudi Arabia.

Conflict of interest The authors state that they have no conflict of
interests for the original study and current paper.

References

1. Murray, C. J., Salomon, J. A., & Mathers, C. (2000). A critical
examination of summary measures of population health. Bulletin
of the World Health Organization, 78(8), 981-994.

2. Hunt, S. M., McKenna, S. P., McEwen, J., Backett, E. M., Wil-
liams, J., & Papp, E. (1980). A quantitative approach to perceived
health status: A validation study. Journal of Epidemiology and
Community Health, 34(4), 281-286. doi:10.1136/jech.34.4.281.

3. Kaplan, G. A., Goldberg, D. E., Everson, S. A., Cohen, R. D.,
Salonen, R., Tuomilehto, J., et al. (1996). Perceived health status
and morbidity and mortality: Evidence from the Kuopio is-
chaemic heart disease risk factor study. International Journal of
Epidemiology, 25(2), 259-265. doi:10.1093/ije/25.2.259.

4. Espallargues, M., Valderas, J. M., & Alonso, J. (2000). Provision
of feedback on perceived health status to health care profes-
sionals: A systematic review of its impact. Medical Care, 38(2),
175-186.

5. Jiirges, H. (2007). True health vs response styles: exploring cross-
country differences in self-reported health. Health Economics,
16(2), 163-178. doi:10.1002/hec.1134.

6. Chemaitelly, H., Kanaan, C., Beydoun, H., Chaaya, M., Kanaan,
M., & Sibai, A. M. (2013). The role of gender in the association
of social capital, social support, and economic security with self-
rated health among older adults in deprived communities in
Beirut. Quality of Life Research, 22(6), 1371-1379.

7. Miilunpalo, S., Vuori, 1., Oja, P., Pasanen, M., & Urponen, H.
(1997). Self-rated health status as a health measure: The predic-
tive value of self-reported health status on the use of physician
services and on mortality in the working-age population. Journal
of Clinical Epidemiology, 50(5), 517-528. doi:10.1016/S0895-
4356(97)00045-0.

8. Idler, E. L., & Benyamini, Y. (1997). Self-rated health and
mortality: a review of twenty-seven community studies. Journal
of Health and Social Behavior, 21-37.

9. Memish, Z. A., Jaber, S., Mokdad, A. H., AlMazroa, M. A.,
Murray, C. J. L., Al Rabeeah, A. A., et al. (2014). Burden of
disease, injuries, and risk factors in the Kingdom of Saudi Arabia,
1990-2010. Preventing Chronic Disease, 11, E169. doi:10.5888/
ped11.140176.

10. Matthews, C. M., & Nelson, M. R. (2004). Self-rated health in a
population of expatriate workers and partners in Riyadh, Saudi
Arabia. Occupational Medicine, 54(8), 585-586.

11. Basulaiman, M., El Bcheraoui, C., Tuffaha, M., Robinson, M.,
Daoud, F., Jaber, S., et al. (2014). Hypercholesterolemia and its
associated risk factors—Kingdom of Saudi Arabia, 2013. Annals
of Epidemiology, 24(11), 801-808.

12. El Bcheraoui, C., Basulaiman, M., Tuffaha, M., Daoud, F.,
Robinson, M., Jaber, S., et al. (2014). Status of the diabetes
epidemic in the Kingdom of Saudi Arabia, 2013. International
Journal of Public Health, 1-11.

13. El Bcheraoui, C., Memish, Z. A., Tuffaha, M., Daoud, F.,
Robinson, M., Jaber, S., et al. (2014). Hypertension and its as-
sociated risk factors in the Kingdom of Saudi Arabia, 2013: A
national survey. International Journal of Hypertension. Retrieved
2014 http://www.hindawi.com/journals/ijhy/2014/564679/abs/

14. Booth, M. L., Ainsworth, B. E., Pratt, M., Ekelund, U., Yngve,
A., Sallis, J. F., et al. (2003). International physical activity
questionnaire: 12-country reliability and validity. Medicine and
Science in Sports and Exercise, 195(9131/03), 1381-3508.

@ Springer


http://dx.doi.org/10.1136/jech.34.4.281
http://dx.doi.org/10.1093/ije/25.2.259
http://dx.doi.org/10.1002/hec.1134
http://dx.doi.org/10.1016/S0895-4356(97)00045-0
http://dx.doi.org/10.1016/S0895-4356(97)00045-0
http://dx.doi.org/10.5888/pcd11.140176
http://dx.doi.org/10.5888/pcd11.140176
http://www.hindawi.com/journals/ijhy/2014/564679/abs/

926

J Community Health (2015) 40:920-926

15.

16.

17.

18.

19.

20.

21.

22.

Rosenstock, I. M., Strecher, V. J., & Becker, M. H. (1988). Social
learning theory and the health belief model. Health Education and
Behavior, 15(2), 175-183. doi:10.1177/109019818801500203.
Prochaska, J. O., & Velicer, W. F. (1997). The transtheoretical
model of health behavior change. American Journal of Health
Promotion, 12(1), 38-48. doi:10.4278/0890-1171-12.1.38.
Jamal A, & Khatib L. (n.d.). The Middle east. paperback pub-
lished by CQ Press 9781452241494. eBay. Retrieved February 3,
2015, from http://www.ebay.fr/itm/The-Middle-East-Paperback-
published-by-CQ-Press-9781452241494-/390973338528
Mokdad, A. H., Jaber, S., Aziz, M. 1. A., AlBuhairan, F.,
AlGhaithi, A., AlHamad, N. M., et al. (2014). The state of health
in the Arab world, 1990-2010: an analysis of the burden of dis-
eases, injuries, and risk factors. Lancet, 383(9914), 309-320.
doi:10.1016/S0140-6736(13)62189-3.

Desesquelles, A. F., Egidi, V., & Salvatore, M. A. (2009). Why
do Italian people rate their health worse than French people do?
An exploration of cross-country differentials of self-rated health.
Social Science and Medicine, 68(6), 1124-1128. doi:10.1016/j.
socscimed.2008.12.037.

Asfar, T., Ahmad, B., Rastam, S., Mulloli, T., Ward, K., &
Maziak, W. (2007). Self-rated health and its determinants among
adults in Syria: a model from the Middle East. BMC Public
Health, 7(1), 1717.

Jylhd, M. (2009). What is self-rated health and why does it pre-
dict mortality? Towards a unified conceptual model. Social Sci-
ence and Medicine, 69(3), 307-316. doi:10.1016/j.socscimed.
2009.05.013.

Hunt, S. M., McEwen, J., & McKenna, S. P. (1984). Perceived
health: age and sex comparisons in a community. Journal of
Epidemiology and Community Health, 38(2), 156-160. doi:10.
1136/jech.38.2.156.

@ Springer

23.

24.

25.

26.

27.

28.

29.

30.

Goldstein, M. S., Siegel, J. M., & Boyer, R. (1984). Predicting
changes in perceived health status. American Journal of Public
Health, 74(6), 611-614. doi:10.2105/AJPH.74.6.611.

Fujisawa, Y., Hamano, T., & Takegawa, S. (2009). Social capital
and perceived health in Japan: An ecological and multilevel
analysis. Social Science and Medicine, 69(4), 500-505. doi:10.
1016/j.socscimed.2009.05.046.

Ahmad, K., Jafar, T. H., & Chaturvedi, N. (2005). Self-rated
health in Pakistan: results of a national health survey. BMC
Public Health, 5(1), 51.

Kaleta, D., Makowiec-Dabrowska, T., Dziankowska-Zaborszczyk,
E., & Jegier, A. (2006). Physical activity and self-perceived health
status. International Journal of Occupational Medicine and Envi-
ronmental Health, 19(1), 61-69. doi:10.2478/v10001-006-0005-x.
Bethea, T. N., Lopez, R. P., Cozier, Y. C., White, L. F., &
McClean, M. D. (2012). The relationship between rural status,
individual characteristics, and self-rated health in the behavioral
risk factor surveillance system. The Journal of Rural Health:
Official Journal of the American Rural Health Association and
the National Rural Health Care Association, 28(4), 327-338.
doi:10.1111/j.1748-0361.2012.00414.x.

Nedjat, S., Hosseinpoor, A. R., Forouzanfar, M. H., Golestan, B.,
& Majdzadeh, R. (2011). Decomposing socioeconomic inequality
in self-rated health in Tehran. Journal of Epidemiology and
Community Health. Retrieved from http://jech.bmj.com/content/
early/2011/01/25/jech.2010.108977 .short

Mitchell, R. A., Nahas, V., Shukri, R., & Al-Ma’aitah, R. (1995).
Perceived health problems in elderly residents of Jordan. Journal
of cross-cultural gerontology, 10(4), 307-314.

Turkkan, A., & Pala, K. (2013). Family health history and self-
rated health: A study from the Turkish countryside. Journal of
Community Health Nursing, 30(2), 96-105.


http://dx.doi.org/10.1177/109019818801500203
http://dx.doi.org/10.4278/0890-1171-12.1.38
http://www.ebay.fr/itm/The-Middle-East-Paperback-published-by-CQ-Press-9781452241494-/390973338528
http://www.ebay.fr/itm/The-Middle-East-Paperback-published-by-CQ-Press-9781452241494-/390973338528
http://dx.doi.org/10.1016/S0140-6736(13)62189-3
http://dx.doi.org/10.1016/j.socscimed.2008.12.037
http://dx.doi.org/10.1016/j.socscimed.2008.12.037
http://dx.doi.org/10.1016/j.socscimed.2009.05.013
http://dx.doi.org/10.1016/j.socscimed.2009.05.013
http://dx.doi.org/10.1136/jech.38.2.156
http://dx.doi.org/10.1136/jech.38.2.156
http://dx.doi.org/10.2105/AJPH.74.6.611
http://dx.doi.org/10.1016/j.socscimed.2009.05.046
http://dx.doi.org/10.1016/j.socscimed.2009.05.046
http://dx.doi.org/10.2478/v10001-006-0005-x
http://dx.doi.org/10.1111/j.1748-0361.2012.00414.x
http://jech.bmj.com/content/early/2011/01/25/jech.2010.108977.short
http://jech.bmj.com/content/early/2011/01/25/jech.2010.108977.short

	Self-Rated Health Among Saudi Adults: Findings from a National Survey, 2013
	Abstract
	Introduction
	Methods
	Results
	Discussion
	Acknowledgments
	References




